Introduction
Death is a normal part of life and the majority of bereaved persons experience uncomplicated grief with limited signs of impairment six months after their loss 1 . It is well established that death and supporting the bereaved is an intrinsic part of intensive care nursing practice 2 which is especially important given that complex bereavement has been well documented in bereaved intensive care family members 3, 4 . Indeed, the nature of some ICU deaths and lack of family understanding about the death 5 may place bereaved ICU families at higher risk of experiencing complex grief. In one North American study, 34% of intensive care family members met criteria for at least one mental health illness and 5% had complicated grief disorder within one year of their relative's death in intensive care 6 . This evidence of increased long term bereavement impact on family health is associated with an increased uptake of health services and increased risk of death in the bereaved 7, 8 .
Whilst social networks are effective sources of support for most people during their bereavement, those at risk of developing complex grief reactions may benefit from formal bereavement support services 9 . Indeed, this is recognised in several best practice guidelines that inform hospital-wide bereavement programs 10, 11 . Over the past 30 years, intensive care units (ICU) have worked to support grieving families both at the time of death and afterwards, gradually developing an evidence base to inform this area of practice. Unitbased quality initiatives have been introduced to support families in the time leading up to end of life care 12 and also support offered to bereaved families through ICU bereavement follow-up services, offered by dedicated ICU staff, have emerged to support families after death in ICU.
Bereavement care in ICU has developed over the years based on individual unit knowledge of what works in practice to support families, and informed more recently by national guidelines for staff providing end of life care e.g. National Health Service End of Life Care Programme 2014 13 . Bereavement care in ICU can be broadly classified into bereavement support for families that occurs prior to/at time of death on the ICU, and bereavement support that occurs after a death, or at follow-up with a bereaved family. However, work in this area to date demonstrates different approaches in supporting families after death in the ICU setting 14, 15, 16 . The majority of studies in this area are mainly limited to single site case reporting, although there are two exceptions to this. One is an Australian survey, undertaken a decade ago on the provision of family bereavement care 17 . Responses from 99 adult Australian ICUs were received (84.6% response rate) with the majority of units (n=85, 86%) indicating that components of bereavement care, such as viewing of the deceased and communication with family members sometime after the bereavement, were offered. Less than one third of units surveyed (n=26) provided additional follow-up services in the form of telephone calls to bereaved families or sympathy cards. No formal evaluation of these services had, at the time, been undertaken.
A recently published United States study surveyed nurse leaders in 2013 using contact details from their professional critical care association's database 18 . Of the 237 respondents (response rate 24%), 37.6% (n=89) offered bereavement follow-up services.
These were reported to be informal in nature and provided by direct care nurses with inadequate resources cited as the greatest barrier to effective implementation 18 .
With such little empirical work in the area, this highlights lack of knowledge about the current scope and models of follow-up services for bereaved families in intensive care. The authors of the current study sought to add to the body of knowledge by examining family bereavement support across Australia and New Zealand. This exploratory work could thereby provide a platform for more robust evaluation and impact studies in this area within Australia and New Zealand. We describe the results from a cross-sectional survey undertaken in 2015 to map current provision of family bereavement support in ICUs across Australasia.
Methods
A cross sectional survey was undertaken to describe the provision of family bereavement support across Australia and New Zealand. The objectives of the study were to: Zealand Intensive Care Society and additional ICUs were sought through a manual internet search for publically available ICU contacts. Professional networks and contacts known to the researchers were also used to develop a comprehensive contact list. Telephone calls were made to many units to confirm contact details prior to survey distribution. One senior nurse leader per unit was contacted and invited to participate. This method of phone contact coupled with written contact has previously been successfully utilised by the researchers with a high response rate 17 The initial information stated that a returned survey indicated consent. Two reminders were sent to all participants 10 days and 20 days after the initial email had been distributed.
Surveys were anonymous; however participants were invited to provide contact details if they wished to receive a summary of results or be involved in future research initiatives.
Data analysis
Returned survey data were exported into Microsoft Excel and transferred into Statistical Package for Social Sciences (Version 19) for analysis. As the purpose of this study was to describe the population and service specification, the key analysis emphasis was descriptive statistics. There were a number of open-ended items where participants could write responses in their own words. Those reported in this paper were comprehensively summarised to provide a qualitative description of respondents' written comments 20 .
Ethics and research governance
Ethical approval for this study was given by Victoria University, Wellington, New Zealand and Griffith University, Australia. All data were securely stored on password protected computers. Analysis was undertaken by the research team using de-identified data.
Results
One hundred and fifty-three (67%) responses were received from 153 units across New
Zealand and Australia with 69.3% of respondents from the public sector (Table 1) The proportion of respondents from the ICUs in the two countries with bereavement followup services varied with less than a third of the responding Australian unit leaders indicating they had family support follow-up services (n=34; 28.3%) with 50% of the New Zealand respondents (n=12) indicating availability of this service ( Table 2) . A variety of health care professionals from across the health disciplines were involved in these follow-up bereavements services (Table 3 ). The services represented in this study were generally well established across Australia and New Zealand (n=21, 52.5% established for >10 years).
Whilst most units offered follow-up telephone calls to bereaved families with opportunity to re-visit the ICU, there were differences in practices noted across the two countries about meeting with medical staff and use of formal counselling services (Table 3) Whilst ICU leader respondents from both countries indicated that staff providing these services were permanent within the team (n=21, 72.4%) and that most staff had received additional training to support them in these roles (n=31, 70.5%), this was more evident in the Where return visits to the ICU were offered to bereaved family members, these were mainly offered by social workers in the Australian units (n=5) and occurred based on individual family need (n=7) or from within one to two days of the death of the family member (n=1) to six weeks post bereavement (n=2) or annually as part of an ICU memorial service (n=1). In responding New Zealand units, follow-up visits were often facilitated by the nursing and medical staff in the ICU around six weeks after bereavement. One ICU had developed a special place, that is, a quilt where families could place a shell in remembrance of their baby, whilst others were cognisant that some families could be distressed by re-visiting the ICU and therefore meetings were held in what they termed "Patient Advocacy" rooms.
In the Australian units, formal counselling of bereaved family members following a death in ICU was often undertaken by the social worker (n=15) but some units also included community based services (n=4) and pastoral care officers (n=2). Similarly in the New Zealand ICUs, counselling was often undertaken in the local community by the General Practitioner, spiritual and cultural support and local counselling services.
Seventeen of the 44 units had undertaken some form of evaluation of their service, although this was reported as being mainly through verbal feedback from staff and relatives (n=9).
Although there was minimal formal evaluation work reported, free text comments identified practice improvements had been instituted as a result of feedback including: improving communication between ICU and community services, and better visitor facilities for grieving families.
Discussion
Caring for and supporting the bereaved is a fundamental part of intensive care practice 2 .
With approximately 160,000 admissions to Australian and New Zealand ICUs in 2012-2013, with a reported six percent ICU mortality rate (ANZICS Core data 2012-2013), this equates to over 9,500 bereaved families during this time period. Given current understanding that bereaved ICU family members can encounter complex bereavement after their loss 3, 4 and understanding of the significant adverse physical and emotional outcomes experienced by the bereaved 21 , it is important that early assessment and supportive measures be in place.
With lack of clarity on best practice guidelines or bereavement support models to inform practice, this study builds knowledge by identifying the range of bereavement support care practises and bereavement follow-up services in ICUs across New Zealand and Australia. In replicating a bereavement services study undertaken ten years ago, this study provides information about the progress in, and evaluation of, these services over the past decade 17 .
Elements of bereavement care feature in both Australia and New Zealand ICUs with the nurse leaders in the responding ICUs indicating that the majority of the bereavement care services were located within ICU [viewing the deceased; de-briefing of staff]. Interestingly, sending of sympathy cards and providing brochures occurs more frequently in ICUs in the United States 18 than reported by respondents to the current survey. However, referral to external bereavement care services in the community occurs rarely across our sample of Australia and New Zealand ICUs with similar poor utilisation of community support reported in the United States. Given that the practice of giving information to families about community bereavement services is recommended to support families in the grieving process and to assist early detection of symptoms of complicated grief and mitigate risk of mental health issues, [22] [23] [24] this is an area requiring development.
However, from the responses received from this survey, it would appear that very little has changed in respect to the provision of intensive care bereavement services in Australia. Ten years ago, 30% of ICUs responding to a survey indicated provision of bereavement followup 17 , whereas in 2015, 27% of respondents indicated provision in this area. Importantly, there was a lower response rate in the current study (67% versus 84.6% in 2005) which may have impacted upon the Australian results. Internationally, bereavement services in United States' ICUs are reported at a similar level (38%) 18 . Results from this current study, indicate that responding New Zealand ICUs were better represented with this service (50%) than those in the responding Australian ICUs and the United States. Beyond these countries ICU bereavement follow-up services have not been reported in the literature.
Bereavement service evaluation across all reported studies 17, 18 is inadequate to inform both current practice and practice change. Complex and multifaceted interventions such as the elements reported in this bereavement survey need to be evaluated from both an outcome 25, 26 and process perspective to inform clinicians and policy-makers of the benefits (or otherwise) of the intervention 27 . This is currently not occurring.
Strengths and Limitations
Although the response rate was less than optimal at 67% it is much higher than that reported elsewhere 16 . The inclusion of all levels and specialty ICUs in the current study provided a comprehensive documenting of bereavement services across the two countries. However, a limitation of this study includes the potential for responder bias where participants may have provided responses that they deemed more acceptable. In addition, a survey innately has limitations but provides a pragmatic data collection method which enabled us to meet the aims of the project.
Implications for future research
Researchers are looking beyond the walls of the ICU when they examine the effect of a critical illness on patients and family 4, 28, 29 as the impact of critical illness (and death) is not contained within the ICU. In a case of bereavement within the ICU, the family has to adapt to a dramatically different personal circumstance; providing meaningful support to these families is imperative. Further research is required to help understand about relevant support Page 13 of 15 for families with targeted interventions that provide community support options to the bereaved. Both process and outcome evaluation is important to adequately assess the worth and feasibility of interventions.
Conclusion
This is the first Australia and New Zealand wide survey on ICU family bereavement support services. Whilst the key components of bereavement support remain consistent over the past decade, there were fewer bereavement follow-up services in responding Australia ICUs in 2015. As a quality improvement initiative, support for this area of family care remains important.
